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Violence in the workplace

Gary M. Liss, MD, MS, FRCPC; Lisa McCaskell, RN

Résumé : La violence en milieu de travail est une
cause importante de blessures et de mortalité : elle a
occasionné plus de 7 600 décés aux Etats-Unis au
cours des années 1980. Le Canada n’a pas de don-
nées sur les blessures résultant d’abus en milieu de
travail, aussi 1’analyse de ce genre de blessures dans
un hopital par le D' Annalee Yassi (voir pages 1273 a
1279 de ce numéro) est-elle une contribution pré-
cieuse. Des sondages aupres des travailleurs de la
santé en Ontario, en Saskatchewan et ailleurs ont per-
mis de relever des taux auto-déclarés d’agression de
20 % a 50 % pour les 12 mois précédant I’enquéte.
La prévention de ce genre de violence doit passer par
une meilleure collecte de données, y compris 1’ajout
de la question «Accident du travail?» sur les certifi-
cats de déces, de I'information détaillée provenant
des coroners, un systéme national de rapport sur les
blessures au travail et I’amélioration des données de
la Commission des accidents du travail sur toutes les
blessures de ce genre. Des mesures visant a réduire
les homicides et les agressions en général, ainsi que
des stratégies spécifiques pour le secteur de la santé,
ont également été recommandées. Plusieurs pro-
vinces ont récemment adopté des réglements afin de
protéger les travailleurs contre la violence.

he day we began this editorial we were greeted

with the news that a police officer in Metropoli-

tan Toronto had died from a gunshot injury to the
head sustained in the line of duty. Although this was one
high-profile incident, violence in the workplace in gen-
eral has received considerable media attention in recent
years.'™

In examining this issue, one can ask several ques-
tions: How significant is workplace violence as a cause
of injury and death? To what extent has the problem
been recognized? What preventive measures can be
recommended?

Violence is different from the usual hazards to
which workers are exposed, such as chemical agents
(e.g., benzene) and physical agents (e.g., ionizing radia-
tion). Most hazardous exposures can be measured, the
outcomes (e.g., leukemia) can be related to a dose or ex-
posure, and dose-response relations can often be esti-
mated. In contrast, exposure to violence (ranging from
verbal threats to sexual harassment to assault) cannot
be easily measured. The outcomes can be fatal (work-
related homicide) or nonfatal (bruises, cuts, post-
traumatic stress).

The analysis of “abuse-induced” injuries by Dr. An-
nalee Yassi (see pages 1273 to 1279 of this issue) is a
useful addition to the few Canadian reports on the sub-
ject. It considers one sector of the workforce that is cer-
tainly at risk: health care workers. Yassi’s study is a de-
tailed, retrospective survey of the incidence of such
injuries over 2 years at the Health Sciences Centre, Win-
nipeg, a large urban hospital. It is based mainly on re-
ports to the hospital’s occupational health department,
although the numbers and costs of lost-time injuries
from workers’ compensation claims formed part of the
data. For example, 194 injuries in nurses and ward staff
resulting from abuse were reported during the 2 years, of
which 14 were the basis of lost-time-injury claims.

Yassi is to be commended for presenting rates of
abuse-related injury in addition to frequency of claims,
although the rate used (number of injuries per 100 000
paid hours) makes it difficult to compare these results
with those of other studies. However, if one assumes that
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a full-time employee works about 2000 hours per year,
these rates may be expressed as the number of injuries
per 50 employees per year. Doubling the rate yields a
rate per 100 employees per year (the percentage of em-
ployees abused each year). For example, the rate among
psychiatric nurses was 13 per 100 employees or 13% per
year. The injury rates were greater among nurses than
among other staff and greater among men than among
women — differences that have been observed in other
studies.”’ The higher injury rate among men than among
women may indicate that men work more frequently in
dangerous settings or that they are assigned more pa-
tients suspected or known to be violent. Yassi has also
included valuable data about verbal abuse and physically
threatening behaviour on the part of patients.

Burden of suffering

Does violence in the workplace involve a signifi-
cant burden of suffering? Unfortunately, there are few
Canadian data. However, for the United States, an esti-
mate based on the National Traumatic Occupational Fa-
tality (NTOF) surveillance system developed by the Na-
tional Institute for Occupational Safety and Health
(NIOSH) placed the number of workplace homicides
during the 1980s at more than 7600.* The data were col-
lected from state death certificates for workers 16 years
of age or older that noted an external cause of death (In-
ternational Classification of Diseases, 9th revision,’
E800 to E999) and an affirmative response to the ques-
tion “Injury at work?” on the certificate. Homicide was
the third leading cause of fatal traumatic occupational
injury," accounting for 12% of such deaths overall but
40% of such deaths in women.'*"? By industry, the num-
ber of homicides was highest in retail trade and services;
however, retail trade, public administration (including
police), and transport and communications had the high-
est rates of homicide.

In all Canadian jurisdictions there is no “Injury at
work?” question on death certificates. We previously
identified 84 work-related homicides in Ontario between
1975 and 1985 from coroners’ records and a manual re-
view of a sample of death certificates in cases of homi-
cide.” This report certainly underestimated the number
of such events. The occupations with the highest risk of
workplace homicide were, not surprisingly, gas-station
attendant, police officer, taxi driver and guard or security
officer;"*'"* employees in these occupations are frequently
required to work alone. The rates of work-related homi-
cide in the United States*'"* were about eight times higher
than our estimated Ontario rates, a ratio similar to that of
all homicides in the United States compared with all of
those in Canada.

Certain activities place workers at high risk of
physical assault;"* obviously, there is overlap with activi-
ties in which workers are at risk of homicide. Workers at
high risk of violence include those who:
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¢ handle money, including retail workers;

e provide information and advice or make decisions
that directly affect the lives of clients (e.g., government
workers in employment centres, parole officers and em-
ployees of the Children’s Aid Society);

e provide care in institutional settings (e.g., health
care workers, teachers and custodial workers);

¢ provide services (e.g., postal workers and mainte-
nance workers); or

e work alone (e.g., taxi drivers and home visitors)."

The burden of suffering due to assaults in the work-
place can be estimated from various sources of data, in-
cluding surveys, workers’ compensation data’ and, in the
health care setting, hospital employee reports. Surveys
of health care workers in Ontario,'* Manitoba'” and
Saskatchewan'® revealed a high prevalence of self-
reported assault during the workers’ careers, from 20% to
80%. For example, a survey of randomly selected nurses
in Ontario showed that 59% had been assaulted during
their nursing careers, 35% during the past 12 months;
however, these survey results were limited by a low re-
sponse rate of 27%." In general, the rates of assault on
health care workers are higher in institutions than in com-
munity settings and, within institutions, higher in psychi-
atric departments (as observed by Yassi and by Lipscomb
and Love') and emergency departments than in others."*

Data collected by workers’ compensation boards,
especially lost-time-injury claims, may underestimate
the number of assaults on health care workers® because
the data do not include rejected claims, those with no
lost time or incidents with long-term sequelae (e.g., post-
traumatic stress disorder, fear of subsequent attacks and
so on).” As well, many incidents go unreported;'®** in
the Ontario survey, only 5% of nurses who reported that
they had been assaulted filed claims with the Ontario
Workers’ Compensation Board." A recent study in the
state of Washington examined violent injuries at two
state-run psychiatric hospitals.” Workers’ compensation
data showed that assaults accounted for 12.0 to 16.6
accepted claims per 100 hospital employees per year
(about 20 claims per 100 nurses); however, hospital em-
ployee-injury reports, which were more complete, indi-
cated rates of 35.3 to 41.0 reported assaults per 100 em-
ployees per year (about 65 assaults per 100 nurses).

Costs

The overall costs resulting from assaults exceed
those associated with workers’ compensation alone, as
Yassi notes. Other costs may include those associated
with fear of recurrent assault, family disruption, career
change, replacement of staff, police time and employee-
assistance-program time.>**

Recognition

Has violence in the workplace been recognized as a
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health and safety problem? Despite published health-
and-safety information and alerts about this issue,®"
homicide is usually dealt with solely by police rather
than by occupational health and safety agencies. Further-
more, until recently, there has been no specific legisla-
tion protecting workers from violence.

Prevention strategies

A number of approaches are needed; these should
involve professionals from several disciplines and
should include legislative and nonlegislative measures.

Improvement in data collection

The data on homicide and assault in the workplace
underestimate the true incidence because no source of
data (death certificates, coroners’ records or workers’
compensation claims) is complete. The addition of an
“Injury at work?” question to Canadian death certificates
would facilitate identification and surveillance. Such in-
formation would enable investigators to identify high-
risk occupations, analyse time trends and examine the
effectiveness of preventive measures. A national system
for reporting traumatic occupational injuries, like the
NTOF system in the United States, should be estab-
lished. Coroners’ offices should provide accurate infor-
mation on the circumstances of every homicide, and
physicians should record on death certificates whether
death was work-related. Workers’ compensation board
data on assaults should be improved to permit tracking
by occupation of assaults with no lost time, rejected
claims and long-term sequelae.

Strategies for health care workers

Extensive guidelines for violence prevention in the
health care sector have been published in California”
and Britain.?® The following are examples of strategies to
protect health care workers from violence.

e Address the issue of violent and aggressive pa-
tient behaviour in collective agreements.

¢ Develop policies and procedures for the facility
that recognize the potential for violence, the employer’s
duty under relevant legislation to take every reasonable
precaution to protect the health and safety of workers,
and the need to report incidents.

o Perform a hazard analysis of the facility.

e Educate staff about what to do in case of violence.

¢ Set up emergency response teams.

e Develop emergency protocols to follow if vio-
lence occurs.

¢ Ensure adequate numbers and appropriate mix of
staff in areas where violence could occur.

o Install alarm systems (e.g., panic buttons).

e Conduct surveillance with the use of video
cameras.
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o Establish liaison with police.
General preventive measures

Interventions to reduce the risk of homicide and as-
sault, especially during robberies, have been recom-
mended."** These can be categorized as measures for
environmental control, training, and policy and research.

Environmental control measures:

e Provide a drop safe on site to minimize cash
on hand.

e Post signs stating that there is limited cash
on hand.

o Install bulletproof cubicles and provide protec-
tive vests for staff.

¢ Conduct videocamera surveillance of the pub-
lic area.

¢ Ensure that lighting is adequate.

Training measures:
o Train staff to avoid resistance during a robbery.
e Train staff in conflict resolution.

Policy and research:

e Limit access to firearms.

o Have police check routinely on workers.

e Increase the number of staff on duty.

¢ Evaluate the effectiveness of interventions.

¢ Limit staff members’ hours of public contact.

Legislative measures

The Ontario Occupational Health and Safety Act®
addresses violence only under the general-duty provi-
sions, which oblige the employer to “take every precau-
tion reasonable in the circumstances for the protection of
a worker.” The wording is similar in other provincial and
territorial health and safety laws. Of interest to health
care workers is the Regulation for Health Care and Resi-
dential Facilities® made under the Occupational Health
and Safety Act; this regulation came into effect June 1,
1993. An earlier draft of this regulation, developed in
1987 in consultation with workplace representatives and
other interested parties (including labour and manage-
ment groups), contained provisions on violence in health
care facilities; however, these did not appear in the final
version. The Ontario Ministry of Labour continues to be
concerned about workplace violence, and it is working
with stakeholders in the health care, social-services and
education sectors to look for solutions. Manitoba filed a
regulation entitled “The Workplace Safety and Health
Act Respecting Workers Working Alone,”* under which
employers must develop a plan including identification
of possible risks inherent in the work, control methods to
minimize these risks and systems to provide emergency
assistance. A 1993 amendment® to the Saskatchewan
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Occupational Health and Safety Act also contains a duty
for employers in workplaces where violent situations
have occurred, or may reasonably be expected to occur,
to develop and implement a policy to deal with poten-
tially violent situations. And British Columbia recently
added an amendment to its Industrial Health and Safety
Regulations,* entitled “Protection of Workers from Vio-
lence in the Workplace,” which applies to all workplaces
in that province.

Conclusion

The recent regulations to prevent workplace vio-
lence are encouraging. Given the significance of work-
place violence, the burden of suffering and the lack of
data on the problem, the other measures outlined here
are sorely needed. Recognition of workplace violence
and action to prevent it should become critical health
and safety issues.
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Helps Eliminate The ACE Gap.

24-HOUR
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*ACE Gap refers to a gap in biood pressure control
between daily doses caused by a loss of ACE inhibition.
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